Introduction
Sweat gland tumor (hidradenocarcinoma cutis) is a rare skin neoplasm. Its incidence is estimated to ca. 0.001% [1, 2] , predominating in women [3, 4] . Sweat gland tumor is mainly found within the head and neck, limbs and trunk skin, rarely in inguinal and scrotal areas [5] . Atypical localizations have been reported such as single cases of sweat gland tumor of the hand or anal region [6, 7] . Patients' age ranges from around 50 to 80 years old [4] . Sweat gland tumor was described for the first time by Stout and Cooley in 1951 [8] and the first classification of these tumors was created in 1968 by Berg and McDivitt.
The current histopathological classification of adnexal tumors (WHO Classification of Tumors, 2006) includes many types depending on the gland type and its elements dominating in the microscopic image [5] . Tumors developing from apocrine and eccrine glands are included in one group, though divided into malignant and benign tumors [5, 9] . Hidradenocarcinoma is a malignant equivalent of a benign tumor -hidradenoma -a sweat gland adenoma. Although it may coexist with an adenoma, it is rarely an effect of a malignant transformation and develops primarily rather as a malignant tumor. It can be found on the skin in any localization, slightly more often in women around the age of 50, although some pediatric cases have been reported. It grows rather slowly as an intradermal or hypodermic tumor, rarely communicating with the epidermis. The microscopic image shows a nodular growth pattern with presence of solid structures and cystically dilated ductal and tubular structures. In its tissue texture there can be seen clear cells with pale cytoplasm containing glycogen, eosinophil cells with a centrally placed nucleus similar to those of plano-epithelium, cylindrical cells cushioning tubular structures and less numerous mucusproducing cells. Differential diagnosis between adenoma and carcinoma can prove to be difficult. Morphological signs of malignancy include infiltrating growth pattern, presence of necrotic areas and atypical cells. In malignant tumors mitotic figures are generally more numerous, including atypical ones.
In clinical examinations tumors appear to be painless, giving in to pressure. They may contain cysts. It is estimated that in 20 to 40% of cases sweat gland tumor can infiltrate adjacent tissues or give rise to metastases [4, 5] . Surgical excision with a wide tumor-free margin and excision of local lymph nodes is a primary treatment. Adjuvant oncological treatment follows excision in metastatic or recurrent cases [10] . Diagnosis is based on histopathological examination, with essential histochemical, immunochemical and structural characteristics evaluation. A rare case study of a female patient with neck tumor diagnosed with sweat gland tumor post-operationally is presented below.
Case study
The 87-year-old female patient was admitted to the Surgical Ward from the Emergency Department for the hemorrhage of an ulceration localized on a huge neck tumor. Interview disclosed that the tumor had been developing for nearly 20 years. At its early stage is was of a small diameter and clearly began to expand within the last 5 years. The patient never complained for this reason to the GP. Within the last few months ulceration on the top of the tumor appeared. The first episode of bleeding occurred one month earlier and stopped spontaneously. Hypertension is the only coexisting disease.
Physical examination on admission showed poor general appearance, pale skin, BP 80/40 mmHg, HR 100/min with overall symptoms of hypovolemic shock.
Local examination revealed a tumor measuring 180 × 135 × × 122 mm localized in the left maxillary angle area. The upper pole of the tumor extended to the base of the left auricle, the lower one to the sternal insertion of the left sternocleidomastoid muscle. To the front, the tumor was covering the whole left mandibular body. The tumor appeared painless in palpation, soft, with numerous palpable cysts, presenting in its central part an ulceration with active bleeding. No local adenopathy was found.
Additional laboratory tests showed anemia (hemoglobin -7.7 g/dl, RBC -2.44 T/l) and leukocytosis (WBC -17 G/l). Head and neck computed tomography showed the tumor described above (Fig. 1) . Radiological interpretation of CT showed left parotid involvement, with oppression of neck blood vessels limiting the flow by approximately 50%, showing no signs of infiltration either of the larynx or of adjacent muscles. No adenopathy was seen in the examined region. After applying a compression bandage and transfusion of 3 units of erythrocyte mass, the patient was qualified for an operation. Surgical excision of the tumor, covering skin, surrounding capsule and local lymph nodes was performed (Fig. 2) . After hemostasis, the wound was closed with single interrupted sutures within all layers. The patient was discharged on the 7 th day in good general condition. First intention wound healing without complications was noted. Sutures were removed on day 10.
Histopathological diagnosis: the sample sent for examination was 18 × 13 × 12 cm in diameter. The macroscopic image showed the tumor's blurred limits, soft consistency as well as blood effusions and necrotic areas. The microscopic image presented areas and nests of solid structures consisting of cylindrical and clear cells (Fig. 3) .
Cells showing signs of atypia and mitotic figures were seen (about 6 on 10 large fields of view). The tumor was surrounded by a connective tissue capsule, infiltrated and exceeded by the tumor. Within the tumor blood effusions and necrosis could be seen, covering approximately 20% of its surface (Fig. 4) .
Control examination conducted 6 and 12 months later showed no signs of local recurrence. The patient's general appearance was good, without complaints. Physical examination and neck ultrasound examination showed no local lymphadenopathy. The patient did not consent to undergo either a control head and neck CT or an oncologist consultation (Fig. 5) .
Discussion
The presented case is a rare case of neck cancer demonstrating the structure of hidradenocarcinoma cutis. Relatively few cases with this diagnosis have been described to date in the available literature. The atlas published by the International Agency for Research on Cancer (IARC) in 2006 describes 76 cases, among which 22 presented metastasis. For physicians sweat gland cancer represents primarily a diagnostic problem. Cancers developing from sweat glands are diagnosed mainly fortuitously, only after the excision of tumors. In most cases scheduled surgery is performed. Skin cancer surgery for acute indications is a rarity. The available literature describes no cases of patients with sweat gland cancer of similar diameter and location, or operated on for acute indications such as bleeding. Among others there was presented a case of a patient whose first symptom was an abscess within a tumor of the ano-rectal area [11] . Also in the presented case cancer was diagnosed only after surgical excision for vital indications because of hemorrhage.
Apocrine cancer (hidradenoma cutis) can take the form of a single tumor or numerous nodules. In the described case it had been growing for 20 years and showed local malignancy infiltrating adjacent tissues, including blood vessels, causing their destruction and hemorrhage threatening the patient's life. No lymph nodes or distant metastases were found. Absence of metastasis despite long disease duration correlates with other authors' observations [11, 12] . Intriguingly, it did not give rise to local lymph node metastasis, although apocrine gland cancers are relatively often metastatic to local lymph nodes [14] .
Skin cancers developing from apocrine glands are treated by surgical excision with a surgical margin within healthy tissue. Adjuvant radio-and chemotherapy are also used [5, 13] . There exist single reports of tamoxifen usage [14] . The patient presented above has not been directed for further treatment due to her elderly age and lack of consent for further oncological consultation. Tumor excision with surgical margin proved to be not only a life-saving procedure (hemorrhage control) but also a radical oncologic treatment, although it is too early to draw any final conclusions due to the short patient observation period.
In conclusion, Surgical excision of apocrine gland cancer with surgical margin can have a good early therapeutic effect.
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